The man is able to extend his knee fully, and to flex it to well under a right angle. (The photographs show a range of movement of 1200.) No grating is present, and he has no pain. He can stand and walk a little without the calliper, but has not yet been encouraged to do so. There is no knock-knee, and the right thigh is now only i in. smaller than the left. It is proposed that the splint should be worn for a year from the time of operation.
The large gap made in the ilium has caused no discomfort or disability, and is gradually filling up with a partly-ossified mass of fibrous tissue. The use of bone from this source commended itself to me on the following grounds:
(1) A large quantity was needed, and could be readily obtained; (2) it is better, on general principles, to use cancellous bone to replace cancellous bone;
(3) the bone could be conveniently obtained, without moving the patient, and no special tools were necessary for the purpose; (4) far greater shock would have been caused by the prolonged hammering and chiselling that would have been necessary in order to obtain so large an amount of compact bone from the shaft of the tibia, whilst if rib had been used, a large amount of time would have been spent, and the material obtained would have been less suitable.
It is generally agreed that amputation is not necessary in cases of myeloma, and that efficient curettage will ensure the saving of life, but in cases of myeloma of the femur amputation has often bebn performed in the past, in the idea that gross deformity might otherwise occur, or else that conservative measures might involve an undue expenditure of time and prolongation of crippledom. This case shows that this is not a fact. Amputation for myeloma of a condyle must now be regarded as totally impermissible, and obsolete.
One little point deserves rnotice. The calliper used has been a weightrelieving one; that is to say, it has always been longer than the man's limb, and his heel has never touched the heel of his boot, so that no weight can have gone through his limb. Nevertheless, the latest radiogram shows the slightest possible compression of the articular surface of the outer condyle. This can only be due to the unopposed pull of the thigh-muscles, which have dragged the tibia tightly up against the condyles. If I ever meet a case of this kind again, I shall use the old-fashioned Thomas's knee splint, which is made with a screw-traction attached to the heel of the boot, so as to maintain active extension on the leg and stretching of the thigh; there will then be no compression of the condyle at all.
It was fortunate that the articular cartilage had escaped perforation and that the knee-joint was intact. Had the interior of the joint been involved, I should still have avoided amputation, by excising the knee and filling the interior of the myeloma cavity with bone-grafts. The patella, denuded of its outer sheath of compact bone, makes a very useful graft with which to fill a large part of the cavity in these instances.
Case of Patent Interventricular Septum.
By M. A. CASSIDY, M.D.
PATIENT, an army pensioner, aged 47, was blown up and gassed in May, 1915. He states that he was unconscious for six days, and on recovery suffered from facial paralysis and loss of memory. A cardiac murmur was discovered for the first time when he was in hospital in 1915. He now complains of faintness, vertigo, and insomnia.
He says that he played half-back for Dulwich College, and has been through nine campaigns--as a result of which he wears seven medals with eighteen bars. Before 1915, he had undergone repeated medical examinations, and has always been passed as fit for general service. He had a slight attack of rheumatic fever in 1895, but apart from this, has always been perfectly healthy.
On examination, a loud, harsh, systolic murmur is heard, associated with a thrill, both of maximal intensity, in the fourth space 1 in. outside the left sternal edge. The apex beat is in the sixth space in the left nipple line. X-ray examination reveals an enlargement of the heart, chiefly on the left side. The Wassermann reaction is negative. There is a trace of cyanosis but no clubbing. Blood pressure: 170 systolic, 100 diastolic.
Remarks.-The physical signs seem to point conclusively towards a patent inter-ventricular septum, but it is difficult to believe that this condition can have been congenital, since it is almost incredible that a murmur of this intensity should not have been discovered before 1915. It seems likely that the congenital defect may have been a weak area with, possibly, an aneurysmal bulging of the septum, which was ruptured as a result of the explosion in 1915. RELIEF WITH GASTRO-ENTEROSTOMY. PATIENT, a male, a tailor, aged 43. For eighteen years has had attacks of pain after food, with intervals of freedom. Duration of attacks and of intervals very irregular. An attack began early in July and lasted until admission to hospital in August. During the attack the pain was in the left epigastrium, piercing in character, coming on two hours after meals, and awakening him at 2 a.m. Occasionally he has vomited with relief.
Test meal showed HCI 0'22 per cent.; total acidity, 69. Bismuth meal showed ptosis and some distension of the duodenum, suggesting an ulcer.
On August 22 operated upon; an indurated ulcer was found on the anterior surface of the first part of the duodenum. It was invaginated, and a posterior gastro-enterostomy was performed.
Patient made an uninterrupted recovery.
(II) VISCEROPTOSIS WITH LOW ACIDITY AND DUODENAL ULCER. PATIENT, a male, packer, aged 49. For three years has had attacks of pain after food, with intervals of freedom. The attacks last about two weeks, the intervals have varied from two to twelve months. His last attack began a month before his admission to hospital.
He has pain in the epigastrium about one and a half hours after food. It is not relieved by food, and does not awaken him at night. Occasionally he has vomited with relief.
